Objectives-To explore older people's experiences of health care in relation to their medical condition (ischaemic heart disease), their understanding of health risks, treatment preferences, and the impact of diVerent treatments on their quality of life. Design-Qualitative study based on five focus groups. Setting-Five local heart support groups across London. Participants-38 patients aged 56 and over who were members of local heart support groups, diagnosed with ischaemic heart disease. Main outcome measure-Analysis of patients' narratives to identify key themes and issues using the framework method of qualitative data analysis. Results-Cardiac patients would prefer to follow the cardiologist's recommendation for treatment, based on their medical expertise. If oVered a choice, many said they would prefer to take medication, at least initially, as they would rather not undergo surgery. However, they accepted that, depending on their medical condition, they might not have a choice. Other factors that participants said aVected their choice of treatments included their state of health, treatment outcomes, families' feelings, their age, and the previous number of operations they had undergone. They found it diYcult to discuss risk in terms of numbers; most felt that a 3% risk of death from surgery was low. Instead, they discussed risk in terms of likelihood of treatment restoring quality of life. Patients expressed the fear that medication was not a cure and that surgical revascularisation is a traumatic experience that does not necessarily last forever. Participants felt that they needed further information on the impact of surgery and medication to make a more informed choice. Other barriers they felt they had faced in being treated were problems in accessing cardiologists and age discrimination. Conclusion-It was apparent from these focus groups that few patients were involved in medical decision making about their treatment. Most preferred the doctor to make the decision and did want to be involved. Despite their experiences as cardiac patients, they required much more information about treatment options for their condition before being able to make informed choices, where appropriate. Improved access to specialist care (cardiologists) and equal treatment by age are also required before patients' preferences can be elicited in practice. (Quality in Health Care 2001;10(Suppl I):i23-i28) 
While patients may expect their doctors to act in their best interests, there is evidence that clinical judgements in, for example, cardiology may be influenced by the sociodemographic characteristics of the patient, stereotyping, as well as health care resource constraints. Patients, particularly older people, may not always be presented with the range of treatment alternatives appropriate for the treatment of their condition.
There is some evidence that older people consult their doctors later than younger people with symptoms of ill health, often present in an Key messages + There is little evidence of joint doctorpatient decision making despite the move towards greater user involvement. + Greater use should be made of existing doctor-patient decision making models. + Many patients are still unable to make fully informed choices and need more information. + Older patients are more likely to accept medical professional advice without question. + Older cardiac patients feel that they do not receive the same medical care and treatment as younger patients. + Patients have diYculty in accessing specialist medical care for information. + Patient preferences for treatment and perceptions of risk are based on outcomes and other factors such as state of health and family views rather than numbers. + Information and communication systems require improvement through the greater use of named specialist nurses and self-help or patient groups. + Further research is needed into the use of rapid access chest pain clinics to improve waiting times.
atypical manner, and they also experience a cumulative increase in diagnostic, referral, and treatment delays compared with younger people. These are among the most likely causes of the documented increases in emergency procedures in older people with cardiovascular disease, with their increased risks and costs. 3 4 Older people with acute myocardial infarction are also often denied access to specialist facilities such as admission to coronary care and cardiac rehabilitation services. [4] [5] [6] [7] [8] [9] [10] [11] They are less likely to receive life saving thrombolysis where indicated, and are less likely to receive eVective drugs such as blockers on hospital discharge than patients aged under 60. 9 Documented age eVects in the literature are independent of sex, and research also shows that women of all ages are less likely to receive eVective cardiac treatments when needed than men. This is particularly disturbing given that heart disease is the main cause of death worldwide. It is also a major cause of death and disability among older people, particularly in the UK.
The evidence on treatment patterns by age and sex suggests that patients are not involved in the decision making process. It is ethically desirable to take account of patients' views before making policy or individual treatment decisions. Where quality of life and life expectancy issues are an important consideration, patients' informed preferences should be as important in health care decisions as the body of evidence on the clinical eVectiveness and costs of a procedure. The active participation of patients in shared decision making about their health care is also an important dimension of contemporary models of patient centred care and of doctor-patient decision making, although these models are complex and many assume that patients are incapable of, or reluctant to, participate. 12 This is an area where empirical data are still required and our research aims to address this.
Aims and recruitment
The study aimed to explore older patients' experiences of health care in relation to their heart condition, their understanding of health risks, treatment preferences, and the impact of diVerent treatments on their quality of life.
The design was a qualitative study based on five focus groups held with local heart support groups across London and Essex, representing both aZuent and socially deprived areas, during the spring and summer of 2000.
Recruitment of participants for the study was organised by the British Heart Foundation. Patients' permission to participate was sought verbally by the British Heart Foundation which personally approached five heart support groups to invite people aged over 60 with a cardiac condition to take part. Information was given to them about what the research was for and what participation would entail.
PARTICIPANT CHARACTERISTICS
A total of 38 patients (26 men, 12 women) agreed to take part. All were aged 56 and over, 15 (40%) were aged over 70 years. All had been diagnosed with ischaemic heart disease including myocardial infarction. Thirty five of the 38 participants had been referred to a cardiologist, two had not, and one did not respond. Nineteen of the participants (50%) said their condition had been treated with medication only, 11 (29%) had undergone surgical revascularisation (coronary artery bypass grafting), and six said that they had received both medication and surgical revascularisation.
Methods
Five focus groups formed the main method of data collection. Focus groups are collective discussions that are designed to explore a specific set of issues. They are a qualitative technique appropriate for exploring patients' knowledge and experiences, examining not only what they think but why they hold a particular opinion. They can reveal dimensions of understanding that often remain untapped by quantitative data methods. 13 Focus groups explore people's understanding of issues by encouraging interaction between research participants. When group dynamics work well, the participants act as co-researchers taking the research into new and often unexpected directions and engaging in complementary and argumentative interaction in which common experiences and opinions can be shared or explored by questioning, challenging, and disagreeing with each other. 14 A topic guide was developed from the literature on access to health care, and also from the findings of a prior qualitative study exploring the barriers to referral in patients with angina. 15 The topic guide was piloted successfully during the initial focus group and amended as required. It covered the patients' pathway through the health services from diagnosis, tests and treatment, aftercare, and outcome (impact on quality of life). All participants also completed a short structured questionnaire which collected demographic details. Patients were not oVered information on the range of treatment options and their risks and benefits as it was intended to ground the data in their experiences and knowledge without our interference.
The discussions were audio recorded with participants' written permission and the tape transcribed for analysis. The transcripts were coded and analysed using the framework method 16 of qualitative data analysis. This method involves coding the transcripts from an index generated by views and experiences expressed in the focus group. The codes are then grouped together under themes that form the basis of the findings of this study. The themes presented here include: participants' preferences for involvement in decision making about treatment, need for information, age discrimination, perceptions of risk, and access to cardiologists.
Results

THERE IS LITTLE EVIDENCE OF JOINT DOCTOR-PATIENT DECISION MAKING
The findings of the focus groups showed little evidence of joint doctor-patient decision making-for example, many patients said that they were not involved in the decision making process about their treatment. Instead, participants said that medical professionals made decisions about their medical care and treatment.
" A few participants felt that information about treatment options was presented to them in a way that ensured compliance with medical advice. For example, one woman felt that the information she was given was designed to discourage her from wanting surgery by stressing its risks. Without suYcient information, patients are unable to make informed choices.
" 
I don't know really, I can't say (about choice of treatment). I want to see someone to tell me exactly what is what. I know I've got angina, but
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"
I was getting nowhere with my GP at the time, so I made an appointment to go and see a private ... a specialist at the X hospital in Y. I went to see him at 5 o'clock in the afternoon and at 8 o'clock that night I was in X hospital and a fortnight later I was in the Z hospital having an angioplasty." (Man)
Another participant said that the creation of a lunchtime chest pain clinic at her local hospital trust had significantly increased access and decreased waiting times.
"The new (chest pain) unit that they've opened . . .you only have to go and see your doctor and get a letter and come up the next day. I was up last week between 12 and 2 and you were seen straight away . . .you don't have to go to A&E or anything like that . . ." (Woman) OLDER PATIENTS ARE MORE LIKELY TO ACCEPT MEDICAL PROFESSIONAL ADVICE
In addition, participants said that, due to their age, they were more likely to defer to the advice of medical professionals. As a number of cardiac patients pointed out, they are lay people while cardiologists are experts.
"I think also this aVects age. If you are of a certain age, and I think we're all of a certain age here, we tend to feel right we're in the doctor's hands and whatever they say should be right." (Man) AGE 
DISCRIMINATION
Several participants felt that they did not receive the same care and treatment by health professionals as other patients because of their age (box 2). Two participants said they were moved to the geriatric ward after treatment for acute myocardial infarction. However, participants who were willing to undergo surgical treatment emphasised how it could improve and restore their quality of life in a way that medical treatment could not. They pointed out that medication was not a cure for blocked arteries, only stabilising their medical condition without preventing continued deterioration.
"Pills are not a cure, they contain a problem but they're not a cure." (Man)
Conclusions
Although this study was based on just five focus groups, they were spread between aZuent and more socially deprived areas of London and Essex. The focus groups provided a qualitative means of obtaining insight into older patients' experiences, understandings, and preferences in relation to cardiovascular disease and treatment rather than being statistically representative of the total population. One limitation of the study was the lack of adequate representation of people from ethnic minoritiespossibly due to the self-selecting nature of the sampling strategy. The perceptions of people from ethnic minority groups require addressing in any future research by using a sampling strategy that specifically targets these groups in the local population.
A preference is an attempt to weigh up, consider, and express a value for alternative choices of action. It is clear from this study that participants were unable fully to express their preferences for treatment (medication or revascularisation) as they were relatively uninformed about their condition. Most wanted more information before feeling able to discuss choices. Few participants were involved in medical decisions about their treatment, even when there might have been a choice. While most preferred the doctor to make the final decision about treatment options, they still wanted to be involved in the decision making process and expressed concern when they did not feel they were being treated with respect. Patients need to feel that medical professionals have taken into account all the factors that aVect the decision making process including their state of health, medical history, personal, and family views. A more detailed discussion on patient preferences for participation in decision making appears in the paper in this supplement by Robinson and Thomson. 17 Improved levels of communication with patients by medical staV and insight into the patients' fears and understanding of their condition and treatment is needed before patients' preferences for treatment can be exercised with any validity. Our findings show that communication can be better facilitated by the use of automatic systems of information provision by, for example, specialist cardiology nurses on admission to hospital and referral to self-help or patient groups-strategies that reduce patients' dependence on the cardiologist as the sole source of knowledge.
Improved and equitable access to specialist care is also required before patients' preferences can be elicited in practice by, for example, the use of rapid access chest pain clinics to reducing waiting times.
Patients inevitably have diVerent understandings of their illness and treatment from doctors, based on their personal experiences, and it is important to elicit these for fully informed patient decision making. Listening to 
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